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ELDERLY: ALCOHOL AND DRUGS

WEDNESDAY, DECEMBER 7, 1983

Hous= oF REPRESENTATIVES,
SELECT COMMITTEE ON AGING,
Port Richey, Fla.

The committee met, pursuant to notice, at 9:00 a.m., in the
Jewish Community Center, Port Richey, Fla., Edward R. Roybal,
(chairman of the committee) presiding.

Members present: Representatives Roybal of Califo 'nia and
Bilirakis of Florida.

Staff present: Jorge Lambrinos, staff director, Select Committee
on Aging, and Saundra Hanbury, legislative director, office of Rep-
resentative Bilirakis.

OPENING STATEMENT OF CHAIRMAN EDWARD R. ROYBAL

Mr. CHAIRMAN. Good morning, ladies and gentlemen.

The House Select Committee on Aging will now come to order.
The House Select Committee on Aging is in session this morning to
gxamine the problems which elderly people face with alcohol and

rugs.

It is my pleasure to be here in Port Richey—an area with the
fastest growing elderly population in the United States.

1 want to express my appreciation to your Representative, Con-
gressman Bilirakis for bringing the alcohol and drug problems of
the elderly to the attention of the Committee on Aging. I also want
to thank your Congressman for the great interest that he has
shown in the House Select Committee on Aging. May I say that I
can always depend on him to be present whenever we have hear-
ings in Washington, D.C. This is real dedication to the cause of the
senior citizens of this Nation and I want to publicly thank him for
that at this time.

There seems to be much debate among the experts concerning
the magnitude of alcohol and drug problems experienced by the
elderly. In the case of alcohol, the percertage of elderly with alco-
hal problems are lower than for younger people. However, the per-
centage of elderly alcoholics is still high, with estimates ranging
from 2 to 15 percent. The percentage of problem drinkers is even
larger than the percentage of alcoholics.

In the case of drugs, the primary difficulty is not one of drug
abuse as we usually think of it. That is, the elderly are not very
likely to abuse drugs such as marihuana and heroin. Instead, the
drug groblem for the elderly is one of misuse of prescription and
over-the-counter drugs. The elderly are 11 percent of the popula-
tion but use nearly one-third of the prescriptions. Q.. the average,
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the elderly person takes four over-the-counter and prescription
drugs each day. The percentage of elderly overusing prescription
drugs may be as high as 10 percent or more.

The cost in human terms is very high because many of the elder-
ly are left to face drug and alcohol problems all on their own. In
addition, the cost in money terms is also high, with estimates rang-
ing from the hundreds of millions to billions of dollars in added
health costs.

Unfortunately, relatively little is being done by existing preven-
tion and treatment programs to address the special needs of the
elderly with alcohol and drug problems.

In toduy’s hearing, tne committee will hear from a series of wit-
nesses testifying on the nature of the elderly’s alcohol and drug
problems throughout the United States. The witnesses will be
asked to suggest what more could be done, what can the committee
do, what can public agencies do, to help prevent and treat these
problems.

I want to also thank at this time Congressman Bilirakis and his
staff for helping to put this hearing together. I want to thank also
the Bilirakis Senior Citizens Advisory Council and the Jewish Com-
munity Center for the valuable assistance they have given us in
bringing this hearing to this site. We are taking advantage of their
invitation, and, incidentally, this is free to the committee. We are
not being charged a single dime to be present and to use this won-
derful facility.

Towards the end of the hearing, we are going to use an old rule
that we use in the House of Representatives; that is, a 1-minute
rule. Under that particular rule any Member of the House can
speak on any subject for 1 minute, that 1 minute, ladies and gentle-
men, is 60 seconds. We are going to make the same privilege avail-
able to anyone in the audience who wants to take 1 minute to tell
this committee anything they want. I hope it is with regard to the
problem that we are discussing this morning. At the end of the
hearing; that is, after we have heard from all the witnesses, all
those who line up at that microphone in that aisle will be heard for
1 minute and this gavel will go down 60 seconds after you start.

The first witness this riorning will be a director of gerontology.
We are first %oing to asx him to start walking up to the micro-
phones while I recognize your Congressman, Congressman Bilirak-
is, for an opening statement.

STATEMENT OF REPRESENTATIVE MICHAEL BILIRAKIS

Mr. BirLirakis. Thank you, Mr. Chairman. Before I begin my
opening remarks on this most important hearing, I first want to
thank you, sir, for coming to the Ninth Congressional District of
Florida to chair this hearing to investigate the problems of alcohol
and drugs in the elderly, something which seems to have aroused a
great deal of concern across the Nation and in the bay area. I
would like to share with the audience the fact that the Congress-
man is from California, he had to come an awfully long way. We
are in a recess, that does not mean vacation, but it does mean an
awful lot of hard work in our congressional districts and of course
some {amily time. The Congressman has a tragedy which has oc-
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curred in his own family that ha3 been keeping him awake nights
lately and a phone call is a concern that it might be bad news in-
volving his sister-in-law. And I commend him that much more, and
I know that we all appreciate that much more his having lived up
to this obligation.

It is an important obligation, it is bringing Congress down to the
people, it is so very difficult to bring the people to Congress. We do
our best in that regard with our responsiveness, but this is an indi-
cation of bringing Congress to the people at the grass roots level.

To continue on, a survey taken in June of this year clearly indi-
cates that our older Americans engage in a variety of unsafe medi-
cation practices such as doctor shopping; this happens an awful lot
in this area, mixing prescriptions and the complications that are
added by many over-the-counter drugs. This, Mr. Chairman, is not
the only issue that we will focus on at this hearing—the other is
that of the misuse of alcohol by the elderly.

I would like to cut my opening remarks short in the interest of
time, but I dv want to especially extend my thanks, as you did, Mr.
Chairman, to Mr. Sid Klein, the President of this center, and the
others here at the center, for sc kindly providing the use of this
lovely facility for today's hearing free of charge. Mr. Klein has
worked closely with us on those special details that are so very im-
portant to the success of any congressional hearing. His efforts and
those of the other folks here were invaluable and I too am most
grateful to them.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Mr. Bilirakis.

The Chair will now recognize Dr. Jordan Kosberg, director of ger-
ontology at the University of South Florida. Please proceed in any
manner that you may desire.

STATEMENT OF JORDAN I. KOSBERG, PH. D., ACSW, DEPARTMENT
OF GERONTOLOGY AND SUNCOAST GERONTOLOGY CENTER,
UNIVERSITY OF SOUTH FLORIDA, TAMPA, FLA.

Dr. KosBerc. Thank you.

The message I would like to bring is essentially two-fold: that the
problem of alcohol abuse is under-recorded, and the resources
available for those with problem drinking has scarcely reached the
proportion needed.

As was earlier mentioned, various research has been undertaken
on the extent of prcblem drinking in the United States. The Na-
tional Council on Alcoholism, for example, estimated that approxi-
mately 10 percent of elderly men are problem drinkers and 2 per-
cent of elderly women are problem drinkers. The Rutgers Center of
Alcohol Studies, however, estimated the problem to be 7% percent
of the elderly are problem drinkers, and psychiatrist, Dr. Sheldon
Zimberg estimates this proportion to be between 10 and 15 percent.

It is my contention that these figures, though high both in pro-
portion as well as the numbers of eﬁierly, are gross under-represen-
tations of the true extent of the problem.

First of all, problem drinking among the elderly is very much
hidden, it is out of sight, it takes place within the confines of the
home. Second, there is a failure on the part of professional care
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providers to identify the problem fur what it is. Related to this are
missed diagnoses that are undertaken by those especially in health
care facilities who assess the problem to be malnutrition, dementia,
or depression, rather than the problem drinking that really is
behind the condition.

Next, there is the denial by the elderly. That takes place in other
age groups as well—denying that the problem exists. Their fami-
lies, research has found, also keep the problem hidden. Some are
embarrassed and so do not seek professional assistance.

Next, the reporting of problem drinking discriminates against
the elderly. Often the reports are related to family disruption or
employment problems, or arrests while driving under the influence
of alcohol. The elderly tov often can be widowed and therefore not
in families; are retired and therefore not involved in employment
gettings; and perhaps cannot drive and therefore cannot be arrest-
ed for driving while intoxicated. As a result, the older problem
drinker is often excluded from formal reporting procedures. And fi-
nally, perhaps most insidious, is agism which seems to exist among
our sccial and health care resource staff. Unfortunately, there
seems to be a pervasive attitude of “let them drink” because they
have so very little else going for themselves. This has been fourd
in research I have undertaken on categorical alcoholism agencies
and certainly precludes any care and attention given to older prob-
lern drinkers.

Therefore, it is an underreported problem which these statistics
seem to gloss over.

Related to this, there are research findings that of all older prob-
lem drinkers in the United States, only 15 percent are receiving at-
tention, care, and treatment for their problem. Why is this? Why
such a low proportion? In Cleveland, Ohio a couple of years ago, a
colleague of mine and I did a study of 12 alcoholism agencies in the
Cleveland area in our effort to ascertain whether there was overt
discrimination against older problem drinkers.

While there was no overt discrimination per se, there were other
policies that excluded the elderly from being served. First of all,
they demanded that the clients that they see be ambulatory. Next,
they wanted their clients to have work-related prcblems. Also, they
expected their clients to come in for treatment and service. Related
to this was the fact that there was no outreach, no education, no
transportation component. Often, elderly individuals do need such
assistance in outreach and transportation. So while these agencies
did not overtly discriminate, neither did they provide any special
assistance in reaching and serving older problem drinkers. I would
quickly add that they did not have staff who were trained to work
with older problem drinkers.

I also did a study, while in Cleveland, on over a hundred pro-
grams and services for the elderly to try to determine how the staff
in these agencies dealt with older problem drinkers and I found
that they were totally insensitive to the detection of the problem.
Only in cases where an older participant was disruptive or dishev-
eled, could they identify the problem. The manner of handling the
problem drinker, in such instances, was simply to ask the partici-
pants to leave. There was very little, it any, attempt to link up the
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client to an alcohol agencf' or alcoholism programs, and staff was
not trained to work with older problem drinkers.

The problem then, I think, is one of program delivery. Problem
drinkirg elders seem to fall in the cracks of the service system in a
community which cannot decide whose responsibility they are. Al-
coholism agencies, I have found, do not identify the elderly as a
{)riority client population. They, quite frankly, see the older prob-
em drinker as no different than younger problem drinkers. I
would like to return to this theme in a moment.

Is it the responsibility of programs and services for the elderly to
meet all needs of the elderly? My experience is that they throw up
their hands and say we are not trained to deal with the older prob-
lem drinkers. Or should we create special programs and services
specifically for older problem drinkers? This question still remains
to be answered, as best I can determine.

Finally, there are other questions that have research and treat-
ment implications. First of all, are older problem drinkers different
than younger problem drinkers? My experience and my research is
that most people, especially in the alcoholism field, do not feel that
there are differences, yet we know, based on clinical evidence, that
there are at least two different types of older problem drinkers.
The first is called the early onset drinker. This is a lifelong prob-
lem drinker who merely reaches old age. This group constitutes
roughly two-thirds of older problem drinkers in our Nation. The re-
maining one-third are called either late onset drinkers or reactive
drinkers. These are individuals who have been, at the worst I sup-
pose, social drinkers who have reached old age, and as a result of
some changes and problems related to aging and discrimination
against the elderly, they have turned to drink as a coping mecha-
nism.

Another question that begs an answer: Are all older problem
drinkers alike? I would like to point out the fact that research has
found that they are not all alike and this differentiation, I believe,
h&s ilmplications for differentiation in care and treatment of the
elderly.

Finally, I want to go back to the beginning and state that the
statistics that we hear are underrepresentations and that agency
staff can no longer afford to wait in their offices for the elderly to
show up on their doorsteps and say we have a problem. Demand
does not equal need. I think that a much more vigorous and active
stance is needed to more effectively address this problem.

Thank you.

The CHAIRMAN. Thank you very much. Will you please remain
for some questions?

[The prepared statement of Dr. Kosberg follows:]

PREPARED STATEMENT OF JorDAN I. KosBERG, PH. D., ACSW, DEPARTMENT OF GER-
OwaGg AND SUNCOAST GERONTOLOGY CENTER, UNIVERSITY OF SouTH FLORIDA,
TAMPA. FLA.

I. EXTENT OF PROBLEM

Even given variation in definitions of problem drinking, alcoholism, alcohol abuse,
etc, research has found excessive drinking among the elderly is no small problem.
Differences in the incidence of problem drinking have been found between the elder-
ly in the general community and within institutional settings. Each will be dis-
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cussed, in turn, as will be the invisibility of the problem and the under-reporting
which results in low estimates of the actual extent of the problem.

A. Community surveys

In a study of the Washington Heights area of Manhattan, a survey included ques-

tions on alcoholism (Bailey, Haberman, and Alksne, 1965). The study found a peak
revalence of 23 per 1,000 Wulation occurred in the 45-54 age group. The preva-
ence decreased to 17 per 1,000 for those §5-65 and then increased to a prevalence of
22 per 1,000 at the 65-74 year age group. The study noted that elderly widowers had
a rate of 106 per 1,000 in contrast to the overall rate of 19 per 1,000. A study of
United Automobile Workers Union members was conducted in Baltimore (Siassi,
Crocetti, and Spiro, 1973) and it was found that 10 percent of the men and 20 per-
;:lerlx_t of the women over 60 were heavy drinkers and could be considered to be alco-
olics.

Carruth, et al. (1973) interviewed staffs of health, social service, and criminal jus-
tice a%encies in three communities of differing po_ﬁ:xlations to determine the extent
of problem drinking among their elderly clients. The authors found that 456 percent
of those interviewed had a contact with an elderly problem drinker in the previous
year. It wes also found that the alcoholism information and referral services sur-
veyed reported that 30 percent of all calls were for persons 55 g'ears of age and
older. In San Francisco, it was found that ¢" 722 individuals age 60 and over arrest-
ed for minor crimes, 82.3 percent were charged with drunkeness (Epstein, Mills, and
Simon, 1970). This proportion of drunkeness arrests was higher than in any other
age group. Schuckit (1977), in a study of alcoholism in Washington State, found 9
percent of all alcoholics in treatment were 60 and over.

Conservative estimates are proposed hy the National Council on Alcoholism
(1981a) who estimate that approximately 10 percent of the elder}_y male population
are heavy or problem drinkers and 2 percent of the elderly female population.

upon ‘.4 million older people living in 1980, the estimate of those experiencing
alcoholism and problem drinking could range from one to three million. The Rut-
gers Center of Alcohol Studies has estimated that alcohol abuse affects 7.5 percent
of those 55 and over (Carruth, et al., 1973). The variations in geographic locations,
definitions of problem drinking, and elderly populations studied make generaliza-
tions to Pasco and Pinellas Counties of questionable validity. However, the extent of
roblem drinking within community-based elderly samples cannot and should not

discounted or ignored.

B. Institutional settings

If rates of elderly problem drinking are considered high in the community, rates
found among the elderly in long term care facilities and hospitals are higher. In a
study of 534 patients over 60 years of age, admitted to a psychiatric observation
ward in San Francisco General Hoepital, it was found that 23 percent were alcoholic
(Simon, Epstein, and Reynolds, 1968). A study conducted at a county peychiatric
screening ward in Houston, Texas, found that 44 percent of 100 consecutive admis-
sions over 60 were alcoholic (Gaitz and Greer, 1971). In an outpatient geriatric psy-
chiatry program at Harlem Hoepital in New York, 12 percent of the elderly patients
were determined to have a drinking problem (Zimberg, 1969). Also, in a medical
home-care program, 13 percent of the elderly patients requiring peychiatric consul-
tation were diagnosed as alcoholic (Zimberg, 1971), Zimberg (1978) also found that 17
percent of patients 66 and over admitted to a suburban community mental health
center had alcohol abuse as a problem on admission. .

Blose (1978) estimated that alcohol problems among patients in Midwest nursing
homes ranged from 40 to 60 percent, depending on the individuals, nursing homes,
and the groups studied. Estimates have been made by Schuckit and Pastor (1978)
that 2 to 10 percent of persons 60 and over, and up to 20 percent of some nursing
home patients, suffer from alcoholism. They found between 15 to 20 percent of the
elderly in general medical wards are alcoholics. One study of patients 65 and over
admitted to the acute medical ward of a California Veterans Administration Hospi-
tal found 18 percent of these patients were alcoholic (Schuckit and Miller, 1975).
Zimberg (1978) concludes his survey by suggesting: “. . ., a reasonable estimate
would seem to be 10 to 15 percent {of all elder y are alcnholic] with a higher propor-
tion occurring among the hospitalized elderly.” Blose (1978) indicated that alcohol-
ism accounted for at least 12 percent of all white male admissions of those 65 and
older to all types of inpatient ’psychiatric facilities. In a Washington State study of
admissions to a detoxification facility, of 325 consecutive woman studied, 10 percent
were over 55 (Schuckit, Morrissey, and O’Leary, 1979).

¢

¢
é
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C. Underestimates of the problem

Given the large number of older problem drinkers found to exist in the communi-
ty and a higher proportion within institutional and hospital settings, one is com-
Relled to ask why there has been a general lack of attention by social service and

ealth care providers. To begin with, problem drinkjngobxethe aged can be “invisi-
ble.” This is especially true of the private drinker. n drinking takes place
within the confines of one’s dwelling and is out of sight from the general communi-
ty. Many elderly are retired and living alone, and so problems may go undetected by
family and friends who do not interact with them on a ar basis (Synder and
Way, 1979). As a graduate student, this writer worked as a delivery boy for a liquor
store and there were daily visists to the homes and apartments of elderly persons.
The alcohol would be lef{ off at the door and an envelope with cash or a check
would be waiting under the doormat. It was learned that groceries, too, were deliv-
ered and paid for in such a secretive manner.

Another explanation for the under-reporting and estimation of the problem is the
fact that professionals and the lay public, alike, fail to identify problem drinking.
For example, in a study of alcoholism among aged participants in social and nutri-
tion programs funded by the local Area Agencf on Aging (serving Cleveland, Ohio,
and vicinity), the program coordinators cumulatively i entified only 1 percent of
11,000 total aged served by the programs as problem drinkers (Kola and Kosberg,
1982). B{ an{ calculation, this is a gross under-reporting of the problem. What was
especially telling was the fact that the majority of coordinators admitted that an
older problem drinker would be identified only if disruptive to the other elderly par-
ticipants or to staff by action, appearance, or smell. Coordinators also admitted that
they and their staff were incapable of identifying problem drinkers who were not
overtly disruptive.

Older alcohol abusers often have their problems assessed in terms of the symp-
toms of the drinking problems. For example, malnutrition, senile dementia, gastri-
tis, depression, (or simply senility) may be seen to be the primary diagnosis in a
health setting or the presenting problem is a social service setting. Intake workers
are often untrained or not required to assess the reliability of medical records or
clients’ information to determine if problem drinking is—in fact—a major part in
the presenting probleme of an elderly person. Related to this is the fact that older
persons may not admit to their alcohol-related problems. Families, too, keep the
drinking problems of elderly relatives hidden from outsiders.

In equating alcoholism with the extent of drinking, there may be an under-esti-
mation of problem drinking for the elderly. That is, it has been found that drinking
declines with age (Marden, 1976). Among explanations for this finding are those
which pertain to (1) differential mortality (between heavy and light drinkers) leav-
ing a more “temperate group” (Marden, 1976), (2) the fact that capacity declines
with age, (3) that there are fewer social occasions in whch alcohol consumption is
sanctioned and encouraged. and (4) economic considerations (National Institute on
Alcohol Abuse and Alcoholism, 1978). .

For younger po(rulations, information on alcoholism often is acquired in conjunc-
tion with family disruptions, employment problems, or driving while intoxicated ar-
resta. For the elderly; who may be widowed, retired, and unable to drive; such re-
pﬁjrtirlig mechanisms result in unreliably low rates of recorded alcoholism for the
elderly.

Finally, older problem drinkers may not be assessed as such, formally, because of
an attitude of “let them drink.” Such an attitude by families, law enforcement

ents, and professionals in the alcohol and the aging fields is an example of ageism
which reflects a view that the elderly have “little else going for them” and they
have but a few years yet “to enjoy.” Such a view glosses over the desire of an elder-
}y person to eliminate the problem, fails to recognize the effectiveness of treatment

?r o_l,de.rt _problem drinkers, and results in the perception of the elderly as “second
class” citizens.

D, Classification of older problem drinkers

While the above-cited surveys of alcoholism and problem drinking have provided
useful information, the studies have failed to differentiate between the types of
older problem drinkers and describe the characteristics of older problem drinkers.
Older problem drinkers differ in the etiology and development of their problems
Whicth as, in turn, profound implications for prevention, ideutification, and treat-
ment,

Cahalan, et al. (1969) found that older male drinkers are more likely to drink
alone than are younger drinkers, more likely to drink at home, and more likely to
say they drink use they have more free time to spend and for “social reasons.”
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(Younger persons indicated that they drink for enjoyment or for business reasons.)
It was also found that older problem drinkers were more often binge drinkers and
have more problems with relatives, friends, and finances than their younger coun-
terparts. Carruth, et al. (1973) suggested that older drinkers are isolated from famil-
ial contacts and, to some extent, from other social contacts. Schuckit (1977) found
elderly alcoholics included a higher proportion of men, Caucasians, and individuals
with lower educational levels. Gomberg (1980) has found an interesting fact: That
lower class elderly have both a smaller proportion of drinkers and a higher propor-
tion of heavy drinkers. The rather limited and, often conﬂicting information on the
characteristics of the elderly alcoholic is problematic because of differences between
community-based problem drinkers and those within institutional and hospital set-
tings. And there are differences between the characteristics of different types of
older problem drinkers, as well,

The Carruth typology (1973, 1975) has placed problem drinking elderly into one of

three categories. One type consists of individuals who have no history of drinking
problems prior to old age and who developed the problem during old age. This group
is called the reactive drinker. A second group consists of individuals who have inter-
mittently experienced problems with alcohol, but in old age developed a more severe
and persistent problem with alcohol. This gro+x£ is called either the late-onset alco-
holic or the late-onset exacerbation alcoholic. The third group consists of individuals
who have a long history of alcoholism and continue their problem drinking into old
age. This group is referred to as the early-onset alcoholic.

Zimberg (1978) believes that the second two types of alcoholics should be merged,
as they describe longstanding problem drinking (and both should be referred to as
early-onset alcoholics). The early-onset group accounts for two-thirds of all elderly
problem drinkers and the reactive drinkers (or referred to also as late-onset in the
dichotomized typology) accounts for one-third of all elderly problem drinkers (Rosin
and Glatt, 1971).

The early-onset elderly problem drinker can be found in areas of transition, skid
rows and other parts of cities and towns where chronic alcoholics of all ages seem to
congregate. These life-long problem drinkers, who have become old, have been found
to have personality characteristics similar to those of younger alcoholics (Zimberg,
1978). The late-onset (or reactive) problem drinker seems to have turned to excessive
drinking due to the stresses of aging: depression, bereavement, retirement, loneli-
ness, marital conflict, and physical illness. Drinking has become a coping mecha-
nism. Zimberg (1978) believes both groups of elderly drinkers are reacting to stresses
of aging (which can explain the spontaneous remission on the part of some early-
onset alcoholics) and states: “Both groups of eldetly alcoholics are reacting to
stresses of aging, which, in producing a great deal of anxiety and depression, lead to
the use of alcohol in the form of self-medication. . . . Therefore, the sociospsycholo-
gical stresses of aging can prolong problem drinking in longstanding alcoholics into
old age and can contribute to the development of problem drinking in later life for
some elderly individuals” (p. 242).

Finally, some authors have differentiated elderly alcoholics with and without an
organic mental syndrome (Simon, et al,, 1968; Gaitz and Baer, 1971). Simon, et al.
{1968) studied first admission psychiacric patients to the San Francisco General Hos.
pital and defined three groups: (1) Alcoholics without chronic brain syndromes or,
("1 alcoholics with chronic brain syndromes associated with senile or arteriosclerotic
orain disease or, (3) with alcoholic brain disease. The first group was discharged
back into the community within three months of admission (although not necessari.
ly cured of alcoholism), the latter group had a poorer putential for discharge be-
cause of psychiatric and behavioral manifestations of their or?aniq brain disorders,
but also because a large proportion were seriously physically ill patients as well.

Zimberg (1978) believes that the early- and late-onset differentiation is a more
useful approach than a distinction based upon psychiatric diagnoses. This view
seems shared by most writers, researchers, and practitioners in the area of alcohol-
ism and the aged.

II. TREATMENT OF THE OLDER PROBLEM DRINKER

This section will focus upon the treatment of older problem drinkers and explana-
tions for the underutilization of alcoholism services by the elderly. A reminder is
needed regarding the dearth of definitive and exhaustive clinical and empirical con-
clusions which seriously effects what is known about the causes, and also the treat-
ment, of older problem drinkers, vis-a-vis, younger problem drinkers. As Mishara
and Kastenbaum (1980) state: “Unfortunately, no comparatie research that focuses
directly on the differential benefits or liabilities of various treatment modalities for
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younger and older adults has yet been done. Furtherimore, there has not been ade-
quatni atgg;ltion directed toward individual differences among elderly problem drink-
ers” (p. 92).

In addition, even where research findings or practice experience exists, there are
disagreements and conflicting conclusions. This can readily be geen in the following
discussions on the use of drug therapy for the elderly, abstinence as a goal for treat-
ment, and the site for treatment of the older problem drinker, among others.

Two conflicting seta of findings are quite alarming: That the older problem drink-
er can be helpeg by treatment, but that the alcoholism services do not reach and
serve the older problem diinker.

A. Barriers to service

“. . . many clinicians affirm that aging people respond more positively to treat-
ment than many of their younger counterparts” (National Council on Alcoholism,
1981b, p. 7). This statement is confirmed by the work of Schuckit (1877) who found
that, comJ:ared to younger counterparts, the older problem drinker is more likely to
drink daily but appears to have a better response to treatment, “with 73 percent
completing therapy (va. 40 percent for younger individuals) and only 16 percent (vs.
38 percent) for the younger men) leaving therapy before it is complete. Older alco-
holics appear to require a shorter time period of time in treatment” (p. 173)

Both of the above quotations do not make distinctions bf the type of problem
drinking. However, Cohen (1975) observes that where alcohol abuse originates as a
coping response to the stresses of aging, there is a good chance for treatment suc-
cess, He is not optimistic, however, about the recovery ibilities for the geriatric
alcoholic whose pattern of alcohol abuse emerged in ear y adulthood, Zimberg (1978)
suggests, however, that there is a greater chance for successful rehabilitation even
for the early on-set group of elderly alcohol abusers than there is for the younger

... career alcoholic. Finally, Gomberg (1980) also has found that for the elderly reactive

{iate-onget) problem drinker whose problem is a result of loss and stress, given treat-
ment, “the prognosis is excellent” p. 16).

Given the poesibilicy of successful treatment of the older problem drinker, the
findings by Rathbone-McCuan and Bland (1975) that 85 percent of the elderly diag-
n as alcoholic were not receiving any help at all related to the problem is unfor-
tunate. Although the study took glace in Baltimore, a more recent report by the
National Council on Alcoholism (1981b) estimated that “only 156 percent of those
older persons in need of services for alcoholism are in fact receiving them” (p. 6).
Whether or not such a generalization is either justifiable or accurate is another
matter, the point is that there are explanations for the fact that elderly problem
drinkers are not being adequately (and effectively) served by alcoholism agencies.

“Alcohol treatment centers are often reluctant to treat the elder'lfv patient. Agen-
cies often devote more attention to those clients who are able to demonstrate suc-
cessful recovery in terms of restoration to gainful employment” (National Institute
on Alcohol Abuse and Alcoholism, 1978, p. 6). Marden (1976) also found that the cri-
teria for alcoholism proiram clients favored those who could demonstrate “success,”
i.e., employment found, health regained, or social acceptance assured. Those 20 to 50
years of age were preferred. In a study of nine categorical alcoholism programs in
Cleveland, Ohio; Kola, Kosberg, and Wegner-Burch (1981) attempted to determine
whether there existed overt discrimination against the older problem drinker. While
none was found, per se, none of the progrems had outreach components or transpor-
tation assistance, and most had policies restricting admission to persons who were
ambulatory and not experiencing disabling medical problems. Therefore, there was
de facto exslusion of many elderly alcoholics in need of treatment.

Aside from the issue of “success,” attitudes toward the elderly are a factor in
service to the older problem drinker. In one study on attitudes, Carruth (1973) found
that problem drinking older %ople were viewed less favorably for treatment by
those in the alcoholism field. Kosberg and Harris (1978) have documented inferior
care and treatment to the elderly by profes:ionals in the social service and health
care fields. It is suspected that such ageism exists, also, within the alcoholism field.

Given problems with ambu'ation, with availability of transportation, and with re-
stricted financial resources, there is a great need for active outreach and case-find-
ing services, as well aa effective home-care programs (Zimberg, 1978). Although the
Gerontology Alcoholism Programs (of the Florida Mental Health Institute) utilized
three outreach strategies to reach older problem drinkers (Dupree, 1982), such dem-
onstraltiotn projects are rare; ongoing outreach efforts for the elderly are also not
prevalent,

The dual-diagoeis of many older problem drinkers is another barrier to their
treatment. As Rathbone-McCuan and Bland (1975) state: “Aged alcoholics who are

’
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admitted to geriatric units have little chance of receiving treatment for alcoholism;
those admitted to an alcoholism unit are not likely to receive treatment for the
problem associated with old age” (p. 5564). The problems are complex and include
consideration of incomplete or inaccurate diagnoses, eligibility criteria for service,
treatment skills of staff and treatment resources of facilities, and (last, but hardly
least important) reimbursement policies and regulations of private and public
health insurers. The overwhelming opinion among fprofessionals working in the area
of alcoholism and the aging is that a continuum of care of "aftercare’ is crucial for
successful treatment. Yet, many of the related support services ar not reimbursable
under existing regulations. In fact, many alcoholics will be treated as inpatients
_simpllgé 8blec):smse out-patient care is not reimbursable (National Council on Alcohol-
ism, a).

B. Treatment programs and modalities

There are a variety of treatinent programs and modalities that exist or could exist
for the older ~lcohol abuser. Such interventions include drug therapies, behavioral
therapies, self-help groups, and psychosocial therapies. Each form of intervention
htaﬁ its proponents (and, often, opponents). Often interventions complement one an-
other.

1. Drug Therapy.--Mishara and Kastenbaum (1980) have described drug treatment
of the older problem drinker as bein%1 predicated on the belief that the individual
suffers from “dysphoric symptoms such as anxiety or depression and unit drugs can
reduce symptoms and reduce the need for alcohol for re ief” (p. 93). Zimberg (1978);
a psychiatrist with clinical experience in an outpatient geriatric psychiatric pro-
gram, as a psychiatric consultant to a nursing home, and as a psychiatric consultant
to a medical home care program; found that group socialization with—at times—
antidepressant medication was effective in eliminating alcohol abuse as a problem.
The use of disulfiram, Alcoholics Anonymous, or referral to alcohol treatment pro-
grams was not necessary. Lee (1978) has used antidepressive medication in the treat-
ment of the clinically depressed problem drinker, along with group socialization and
home visiting. Antabuse therapy is usually not needed for this group.

The use of medication in the treatment of older problem drinkers has received
considerable discussion (and criticism). “The use of medication with alcoholic pa-
tients is a debatable issue and there are physicians who feel strongly that prescrip-
tions of minor tranquilizers or sedatives for alcoholism is ill-advised. Attitudes
toward disulfiram (antabuse) are also mixed . . .” (Gomberg, 1980, p. 17). Mishara
and Kastenbaum (1980) have discussed the possibility of iatrogenic illnesses. Tran-
quilizers and hypnotic medications may cause brain syndromes (some not reversa-
ble) and “phenotiazine poses the danger of tardive dyskinesia” (p. 93). Older alcohol-
ics seen in detoxification centers, according to Schuckit (1977), are less likely to re-
ceive antiabuse. This is probably due to the fact that the older problem drinker pre-
sents more medical problems than younger alcoholics and, thus, may be felt to rep-
resent a high risk for antiabuse therapy. ) )

2 Behavioral therapies.—Such treatment modalities (including behavior modifica-
tion) are increasingly popular and assume that slcoholism is learned behavior and,
therefore, can be unlearned and alternative behavior can be substituted. Aversive
conditioning results in clients associatiniuncomfortable feelinﬁs with the use of al-
cohol. With covert desenitization, a behavior modification therapist attempts to
weaken the relationshi&between a psychological response and the problem that sets
it off. At the Florida Mental Health Institute, the treatment of the older alcohol
abuser emphasizes the learning or relearning of skills necessary to overcome behav-
iora! deficits and personal and social losses. Such treatment may be combined with
patients attending Alcoholics Anonymous meetings.

. Alcoholics Anonymous.—Said to be the most effective form of treatment of alco-
holism, Alcoholics Anonymous (A.A.) has reported that 60% of alcoholics attending
the organization achieve sobriety w..hin a year (Mishara and Kastenbaum, 1980, p.
94). A.A. is truely to be applauded for helping countless numbers of individuals with
drinking problems through peer-group support. Unfortunately, some have referred
older patients or clients to A.A. without thought. A.A. has not been viewed by all to
be a panacea for every elderly problem drinker. While empirical research is meuager,
there is practice experience Jmt some elderly—especially the reactive drinker—may
not find A.A. appropriate to deal with their problems.

As Gomberg states: *'. . . there is angry debate about sobriety as the Koal of alco-
holism treatment” (1980, p. 15). While sobriety is the foundation of A.A., the reac-
tive drinker ma& wish to control drinking to social and periodic occasions. Should
the treatment effectively resolve social and psychological problems (which had led to
alcohol abuse), some would argue abstinence need not be a goal. Johnson and Good-
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rich (1974) have found that moderate social drinking is associated in some older pop-
ulations with good health and feelings of psychological well.being.

Other issues related to the appropriatenesa of A.A. for the elderly pertain to the
exclusion of individuals taking medication, the religious orientation, public declara-
tions, location and time of meetings, lack of supg:ming services (such as transporta-
tion), and the emphasis upon abstinence. Also, the heterogeneity of age groups and
backgrounds of individuals at meetings could make some older persons uncomfort-
atle. .. ., the older alcoholic’s problem differs from that of ﬁunger roblem drink-
ers. He views his alcoholism differently. His reasons for drinking and his pattern of
drinking are different, Being in treatment with a group much younger than himself
may intensify his feelings of being old and out of place” (National Institute on Alco-
hol Abuse and Alcoholism, 1978, g 2.

4. Psychosocial interventions.—There are those who believe that since peychosocial
therapy treats the problems that generally cause older peveons to drink, such inter-
ventions are ultimately the most beneficial, One can assuine this means that such
interventions are mainly for the reactive drinker. Zimberg (1978), however, found
that “both early-onset and late-onset alcoholics responded equally well to their psy-
chosocial interventions . . .” (pp, 242-3).

Treatment techniques include group therapy, family counselill:s. informal peer-

oup sessions, problem-solving, and development of new social skills and self-confi-

ence,

5. Programs for the older alcoholic.—Programs have been developed in the coun-
try specifically for the older problem drinker. In a Minneapolis nursing home/treat-
ment center, there is a program for elderly groups of chronic alcoholics who are
generally without family contacts (Older Problem Drinkers, 1975). Individuals
remain in the facility between three and six months and perform maintenance
chores and handiwork, and attend weekly meetings of A.A. Before discharge, a
counselor (who will maintain post-residence contact) plans with the client for living
quarters, financial assistance, and participation in A.A. While there is no estimates
on the recovery rate, staff believes there seems to be a beneficial impact on a group
(of elderly chronic drinkers) not considered to have good prognoses, .
._A home for the aged in Toronto found that 6 percent of their residents had drink-
ing problems and initiated a %rog'ram to focus on the gqroblem and the behavioral
problems associated with such problems (Saunders, 1876). The program was de-
signed to stimulate participation in nondrinking activities and in social relation-
sliips. While the program was not formally evaluated, about half of the participants
showed incre activity and social involvement along with decreased drinking.
The program does not require abstinence, but emphasizes diminished drinking and
concomitant increase in other activities and sociability.

Glassock (1979) has written about the Helping Hands Program, a support groetép at
the Alcoholism Treatment and Education Center of the Memorial Hospital M lical
Center in Long Beach, California. The Treatment Center has an elderly inpatient
population of 15 to 25 percent of all patients, and a special inpatient treatment pro-
gram for the older alcoholic. Phase I of the program, detoxification and clearmg.
can take up to twice as long as for younger problem drinkers because of poor nutri-
tion, weight loss, and physical impairmen 4. Individual counseling and support are
provided to help ease rustration and depression. Phase II includes daily group ther-
apy, involvement of family, and—if sobriety is desired—referral to A.A. Reference is
also made to Women for Sobriety, a special treatment group. Gomberg (1980) ex-
plains the special need for such a group: “Treatment plans for older women problem
drinkers must take into account tga triple stigma of being old, female, and alcohol-
ic. Women clients may wish to join women’s therapy groups or they may wish to
Join a self-help group (p. 21). Nothing has been written on treatment of minority
group alcoholics.

C. Program settings

What should be the site for programs and services for the older problem drinker:
in alcoholism programs, in programs for the elderly, or in psychiatric facilities?
Should the programs be only for older persons or for all age groups? Here, again,
there are no definite conclusions.

There are some who believe the categorical alcoholism agency or program is the
most appropriate setting. “Alcoholism rehabilitation facilities afford the anon ity
that is often desired—the security and protectiveness of being with other alcoholics
during early sobriety” (Glassock, 1979, p. 22). Kola, Kosberg, and Wegner-Burch
(1981) found that those responsible for alcoholism programs, although not giving
any special attention to older problem drinkers, believed their staff members were
the best trained and educated to work with alcohol abusers—regardless of age.
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Zimberg (1978) is a leading advocate for locating treatment programs in age-segre-
gated settings. Given denial, plus stresses and the multiplicity of complex problems,
he believes it would be inappropriate to refer older individuals to alcoholism treat-
ment programs and states: “Treatment interventions will be much more effective
when delivered through facilities serving the aged, such as senior citizen programs,
outpatient geriatric medical or psychiatric programs, nursing homes, or home-care
programs. It is unlikely that significant numbers of elderly will be willing to go to
an alcoholism program to deal with their problem drinking” (p. 246). Rathbone-
McCuan and Bland (1975) also believe that alcoholism services need to be developed
in conjunction with programs and services for the aged so that treatment for alcohol
problems does not require change of a positive residentie' or community placement.

Finally, many within Alcoholics Anonymous maintain that meetings only for
older problem drinkers is contrary to the principles of A.A. However, in areas with
large numbers of older alcoholics, elderly speakers could help participants identify
with similar problems. A.A. meetings could be located in age-segregated settings.
Glassock (1979) identifies special A.A. programs for older recovering alcoholics in
four communities in the Los Angeles Area.
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The CrairMAN, Will you cite for the committee the difference be-
tween a social drinker, a problem drinker, and an alcoholic?

Dr. KosBeRG. It is certainly a matter of degree. I feel compelled
to beg off the question, because really it depends on how you are
going to define and how you are going to measure those three types
of drinking habits. Many instruments have been developed to
measure the extent of the problem. Often there are instruments
that have 10 questions and if you respond in the affirmative to 3
out of the 10 questions, then ipso facto, you are deemed an alcohol-
ic.

I am not sure that these instruments are reallf' that valid. I
think a more thorough assessment of a person’s life style is in
order; the length of the problem, whether the drinking impinges
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u%on tiveir life style, what the motivation of the problem drinker is,
why he or she drinks. And so, I am not that comfortable with these
difterentiations because I think they are more differences in degree
rather than differences in kind.

The CHAIRMAN. Well the reason I asked that question is because
the statistics that you quoted seem to differ in some instances. For
example, in 1978 Zimberg found that 17 percent of the patients 65
and over that were admitted to a suburban community men:al
health center had alcohol abuse as a dproblem.

Another study of the Veterans’ Administration found 18 percent
of these patients were alcoholics.

Most of these studies have found almost an equal percentage of
alcoholics. I would like to know how they determined that the
people were alcoholics and not problem drinkers?

Dr. Kossera. Well based on their definition of whether the prob-
lem was alcohol abuse, whether it was alcoholism or whether it
was problem drinking. And the definition is in the mind of the de-
finer and there are really no hard and fast definitions that are uni-
versally used by different researchers and clinicians.

The CHAIRMAN. This committee has been told on various occa-
sions that alcoholism or problem drinking is a disease. I suppose
the medical profession can measure the extent of a particular dis-
ease. If problem drinking and alcoholism is a disease, can one
measure the extent of that problem.

Dr. Kosserc. Well not being a clinician, I am not sure if you are
asking a question related more to the physiological functioning of
individuals or——

The CHAIRMAN. I am.

Dr. KosBerG. Well then I would be unqualified to answer that
question.

The CHaIRMAN. These are some of the things we hope to find out
as we have these hearinﬁs throughout the country. I feel that while
we find it necessary to have hearings on alcoholism and the elder-
ly, I do not want a stigma attached to the senior citizen. We want
to avoid someone saying that if he is a senior citizen, then he is an
alcoholic. This can well happen. Senior citizens can also be non-
drinkers, they can be social drinkers, and then they can go into the
other category of problem drinking and alcoholism. And if alcohol-
ism and problem drinkers come under the category of disease, then
i”ha.,t is the cure? What can this committee do to alleviate the prob-
em’

Do you have any recommendations to this committee, Doctor?

Dr. KosBerG. Well terminology is very important. Certainly Alco-
holics Anonymous have an interest in identifying the problem as
alcoholism and in a way overstating the case merely to get some-
one to admit that they have a problem. In other agencies, other
programs, they do not like to use that term because it has a certain
stigma_ attached, so they perhaps would soften the language a bit
and talk about “problem drinking.” I have no solutions in terms of
what to do about the terminology. It is going to vary anyway de-
pending on the philosophy of the program and also the nature of
the clients that are being served, whether they are early onset, life-
long problem drinkers, alcoholics if you will, or whether they are
problem drinkers who have turned to drink more recently as a re-

18

L, e



16

action to the difficulties that they face. They may somewhat rebel
against the notion that they are alcoholics, and indeed in the liter-
ature, there is some sug%estion that abstinence is not a goal for
them, although this is still widely being discussed.

The CHaIRMAN. Well there are certain things that we do know.
We know that people drink and that the problem of alcoholism is
higher in the younger group than it is in the elderly population.
Am I correct in saying to you that the problem of alcoholism is
higher in those under 56 than it is in those over 56?

r. KosBERG. Yes, research has found that to be true.

The CuairMAN. All right. So we have that as an established fact
based on statistics. We also have one other fact that I think we
agree on, which is that regardless of the problem, even though the
instance of this disease is not the highest in the senior citizen com-
munity, we find that we are not doing enough to help. Is that also
a correct statement?

Dr. KosBeRa. I feel that that is a correct statement.

The CHAIRMAN. Now would it be possible for you to submit in
writing to this committee, not at this moment of course, your rec-
ommendation as to what we can do.

As you know, this is not a legislative committee but this is a fact-
finding committee, and this is what makes it important. As a fact-
finding committee we make recommendations to the Congress. Can
you make recommendations to us as to what we can do to bring
about a better atmosphere and to provide a delivery service so that
help can be taken to the senior citizens of this country?

Dr. KosBeRG. Yes.

The CHAIRMAN. Thank you.

Mr. Bilirakis?

Mr. BiLirakis. Thank you, Mr. Chairman.

Dr. Kosberg, are some of the answers to the chairman’s questions
contained in your formal presentation?

Dr. KosBERG. Some are.

Mr. Biurakis. I would suggest that we will want your formal
presentation submitted and made a part of the record, and I ask
that that be done.

The CHAIRMAN. Without objection, it will be done.

[See 5 5 for Dr. Kosberg’s prepared statement.]

Mr. Biurakis. Dr. Kosberg, just quoting from your study very
briefly, “The study noted that elderly widowers had a rate of 105
per 1,000 in contrast to the overall rate of 19 per 1,000.” I think
that is just a %oint that I wanted to make here today. And then a
further stt dy by the United Automobile Workers Union that was
conducted of those members apparently in Baltimore it was found
that 10 percent of the men and 20 percent of the women over 60
were heavy drinkers and should be considered to be alcoholics.

Then later on your testimony indicates that approximately 10
percent—this is another study conducted by the National Council
on Alcoholism—approximately 10 percent of the elderly male popu-
lation are heavy and problem drinkers and 2 percent of the elderly
female population. There seems to be quite a contrast there and I
just wondered if you wanted to address that very briefly.

Dr. Kosserc. Wl this, unfortunately, happens too often in re-
search undertaken by different researchers of a similar topic, that
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they are using different samples of elderly individuals, different in-
struments, different definitions. I know it troubles me as much as
it troubles you, the fact that we cannot really pull things together
and come to any definitive conclusion about the incidence of vari-
ous problems. It is mystifying.

Mr. BiLirakis. What—and I know that this is all going to be a
part of your—at least I trust it is going to be a part of your further
presentation that you are going to submit to us for the record, but
I would ask you what role should the Government play in this
problem; Federal, State, local; if any.

Dr. KosBerG. I would like to see the responsibility, if you will, for
address.ng the problem of elderly alcoholism or problem drinking
be squarely and firmly placed in one branch of the Government,
whether it is the National Institute on Aging, the National Insti-
tute on Alcoholism and Alcohol Abuse, the Administration on
Aging—whether the emphasis is going to come from one branch,
one department or another. I have a feeling that each assumes the
other is going to do it and therefore no one really sees it as their
primary responsibility. I think that the elderly problem drinker
should be identified as a priority group for study by AAA among
other organizations. I think this should filter down to State, region-
al and local levels as well, because I see similar problems at local
levels. Whose responsibility is the older problem drinker, alcohol-
ism agencies or aging services and programs at the local level? I
would like to see responsibilities more clearly identified.

Mr. BiLirakis. Thank you. I would ask you just this last question.
W}gat r’ole is the USF Department of Gerontology playing in this
subject’

Dr. KosserG. Well, I think its involvement really is reflected by
my own research in the area. I was brought to the University from
the Midwest to essentially carry out research as a social worker
committed to service provision, so I work with many agencies in
Pinellas, Pasco, and Hillsborough Counties. Also, of course, prob-
lem drinking is inculcated into our curriculum and students are
sensitized to the potential——

Mr. BiLirakis. Medical students?

Dr. KosBerG. No, these are students who are working on masters
degrees in gerontology as opposed to medical students.

I cannot speak for medical school faculty. I would suspect that
there is some awareness of problem drinking.

Mr. BiLirakis. I think you indicated earlier you felt that was one
of the problems, possibly the medical profession was not adequately
prepared.

Dr. Kosserc. Indeed.

Mr. Biuirakis. Thank you. I have no further questions.

The CuairmMaN. Doctor, I would like to thank you for your excel-
lent testimony. I would also like to include the entire text which
you submitted to the committee, which is very interesting. It has
statistics based on research and I believe it is excellent. Without
objection, the entire text of this testimony will be included in the
record at this point.

Thank you.

-
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The next witnesses are two young women that are going to tell
us a little bit about themselves. May I ask Virginia and Florence to
please come forward.

Virginia, will you please start off the discussion.

STATEMENT OF VIRGINIA

Ms. VIRGINIA. Mr. Chairman, Congressman Bilirakis, ladies and
gentlemen, I cannot stress strongly enough the dangers of mixing
alcohol and pills, tranquilizers, antidepressants, sleeping pills, or
other mind altering drugs. They are very addictive, and when
mixed with alcohol, have a very adverse effect on the individual,
even though taken hours apart.

I will tell you briefly how it affected my life. My husband died in
March of 1982, after a long period of time in a hospital and nursing
home. It was very depressing to see him disintegrate from the rav-
ages of cancer. When I would visit the nursing home, I came out
feeling very depressed and I had to cut my daily visits from every
day to 2 or 3 times a week. During this interim, to keep up my
courage, I would have a few drinks to keep myself going. I also
took a Librium in the morning for my anxiety. Unknowingly, this
was deadly for my own well-being. I did not realize it, nor was I
aware that a pill in the morning and three or four drinks in the
afternoon was a very deadly combination.

After he passed away, the drinking increased and I finally
sought help at a treatment facility. After 28 days I was on an out-
patient basis with a psychiatrist. I was prescribed tranquilizers for
anxiety and depression, but the compulsion to drink was very
strong and I could not stay away from alcohol.

Finally in September, I checked myself into the Suncoast Hospi-
tal, recommended by a friend. Here I received the therapy I
needed. I was taken off tranquilizers, and withdrawal from pills
and alcohol was very traumatic. I had cold sweats and could not
sleep at night.

This hospital did not give me any addictive medication. After 2
weeks, I felt a lot better. Since leaving Suncoast Hospital, I have
been on an outpatient basis with Dr. Brook and I have had no tran-
quilizers or alcohol since, for which I am extremely grateful.

Evidently the pills had triggered the drinking and I could not
stay away from alcohol. Now I am free of this addiction and I pray
it remains so.

Stress, due to the death of a spouse, and loneliness started this
vicious cycle and I hope others do not fall into the same trap.
Using alcohol to overcome problems does not work. The problems
become magnified. I am now maintaining sobriety through a sup-
port group and have been attending almost every day of the week.
I have no more anxiety or depression and I feel like a brand new
person.

I sincerely hope i have thrown some light on the subject and that
it may help somebody in the same situation.

Thank you.

The CHAIRMAN. Thank you so much.

Florence, will you proceed.
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STATEMENT OF FLORENCE

Ms. FLoreENCE. Mr. Chairman, Congressman Bilirakis, I am a
grateful recovering alcoholic. My problem goes back to 1951 when
my young husband died from polio and left me with a 5-year-old
son and no money. I started to drink primarily to be able to cope
with having to try to earn a living for the two of us and just to
cope with everything in general. Of course you know when you are
an alcoholic, you can always find an awful lot of excuses to drink. I
drank all of my life.

I am not here to talk so much about alcoholism as I am about
what drugs will do to you if you are taking any while you are an
alcoholic. Six years ago, I took my last drink and I was a happy
person until a little over 2 years ago. I had to have an operation on
my back. The operation did keep me from being paralyzed in my
right leg, but left me in almost constant pain. So I started on pain
pills and for awhile they helped. Then all of a sudden the pain just
seemed so intense that nothing would help it. So I went to another
doctor and I got a different kind of pain pill and I started to take
both of them. I was also taking a tranquilizer and I found that I
could not go but 4 hours in between the regular doses so I took a
few more. I was taking them a lot sooner and it seemed like all of a
sudden I was getting sicker.

By that time I had been in bed for 4 or 5 days, I couldn’t eat or
sleep. All I wanted to do was cry, I was afraid to get in my car. I
finally called a friend because I had been alone all this time and I
found I could not even function properly, the pills even were not
helping. She called a doctor and he put me in the Suncoast Hospi-
tal and explained to me that I had been substituting drugs for the
a}llcohplll. Even though I no longer drank, I was getting my high on
the pills,

So once again by not being able to cope with my life and my
problems, I was back on the same old merry-go-round again. I
stayed there for the 28-day alcohol and drug abuse program. For 3
days you are kept on medications, I was terribly sick for over a
week, I thought I was going to die and I wanted to, but you do get
better. You attend lectures, movies, you have encounter groups and
AA meetings every night. I got a iot of moral support from my
family up north and from the staff at the hospital. If you have no
family, everyone at the AA meeting makes you feel so welcome,
you need never feel lonely again. I met many women there older
than I and also young boys and girls, some only 13 and 14 years old
and I thought about my grandson who could be there. There is no
age limit for alcoholism or drug abuse. This program is the only
thing some people have to hang onto. It must be kept going at any
cost.

Thank you.

The CHAIRMAN. I wish to compliment both Virginia and Florence
for being present this morning and making this presentation. I do
not think you have any idea how much you have helped, but you
have. You told this committee of your personal problems with alco-
hol and the mixing of alcohol and medication.

I would like to ask each one of you the same question. Both of
you testified to the fact that stress itself induced drinking and that
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drinking increased anxiety and increased problems. You also stated
that you went to a private organization to get the treatment that
was necessary. Did you try going to a public place of any kind pro-
vided by the community, if there is any? Was there any place
where you could have gone that the Government makes available,
whether it be the State, the city, or the Federal Government?

Ms. Vircinia. No; I did not know of any. I was going to psychia-
trists and receiving no help and I just could not stop drinking and
the pills just made it that much worse.

The CHAIRMAN. So then you had to go to a private place to get
the treatment you needed?

Ms. VirGINIA. That is correct, sir.

T}}’e CHAIRMAN. What about you, Florence, is the same thing
true?

Ms. FLoreNCE. For one thing you need the medical treatment
you not only need the program but you need medical treatment
and a lot of it, because you are really sick.

The CHAIRMAN. All right, that bears out the contention that alco-
holism is a disease and that you do need medical treatment, but
how does a doctor treat the individual. Let us go back to the time
that your physician prescribed certain drugs. Did he tell you that
this is a drug that you are going to take for anxiety, let us say, or
whatever the situation is, but if you take it you must not drink.
Was that ever said to you by a physician?

Ms. FLoRENCE. Yes, sir.

The CHAIRMAN. What about you, Virginia?

Ms. VirciNIA. Yes, it was said.

The CHAIRMAN. Then the doctor did prepare you for the fact that -
if you did any drinking with this, it would be detrimental to your
health. But the mere fact that you craved the liquor made you
forget about anything the doctor had said, is that correct?

Ms. VirGiNiA. I took one Librium a day, that is all. I did not take
a quantity of pills, but the one Librium a day seemed to trig%er the
desire to drink. That is the point I would like to bring out. It trig-
gers your desire to drink.

The CHAIRMAN. That was what I was trying to get to, whether
the drinking took place because of the fact that you had medication
before. Would that have taken place regardless of the medication?

Ms. VirGinia. I think it was a combination of things, stress, the
whole bit, the whole thing. Now I have no desire to drink any more
and—oh, in the early part of this year, the desire was terrible,
awful, but I have just lost is completely.

The CHAIRMAN. Florence, what about you?

Ms. FLoreNCE. Well my case is a little different because I had
not drank for 6 years, but just because I had not drank, I went to
pills. So as I say, I was just substituting one for the other. So I did
not have the combination effect that she had.

The CHAIRMAN. So in your instance the pills did not induce
drinking?

Ms. FLoreNCE. No, not in my case.

The CHAIRMAN. Mr. Bilirakis?

Mr. BiLirakis. Thank you, Mr. Chairman.

Virginia and Florence, you have given us your personal experi-
ences with alcohol and drugs and we are very grateful. You heard
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the testimony of Dr. Kosberg and some of the statistics as a result
of surveys taken throughout the country. But I ask you, because
you have been rigk.t in the grassroots with the people and you have
had this experience, in your opinion, how much of a problem is al-
cohol misuse and alcoholism in the elderly, and we can tie that
into the drugs of course. I ask you how much of a problem do you
ls;;% in your community, your subdivision, whatever the case may

_Ms. FLOuENCE. It is getting more and it is getting more perva-
sive.

Mr. BiLirakis. You feel that there are a lot of elderly that——

Ms. FLORENCE. Yes, there are more elderlies showing up in hospi-
tals and at AA meetings, you just hear it more.

Mr. BiLirAKIS. Virginia?

Ms. VirGiNIA. T agree with that. I know really of two people in
my—where I live, in the surrounding area, that could use some
treatment, but I would never interfere in their lives so I have
never said anything.

Mr. Biuirakis. Do you have any advice that you would give to
these treatment centers or treatment programs, particularly as
they might better serve the elderly? Again, you know, you are
people who have gone through this experience. Do you have any
advice that you might give to them—give to us and maybe through
us go to them?

Ms. Virginia. Well for me, I must continue in AA, that is a
must, that is your salvation.

Mr. BiLiraKis. Do you have any advice to AA? In other words,
any area you feel they might be able to improve upon.

Ms. VIrGINIA. You mean advice that I would give AA?

Mr. BiLirakis. In terms of treating you and other elderly who
have had problems.

Ms. VirGINIA. No, I cannot say that I could answer that, no.

Mr. Biirakis. Florence, do you have any comments?

Ms. FLoreNCE. I would try to have more encounter groups, adver-
tise in the papers for the elderly on alcohol and drug abuse.

Mr. BiLirakis. Well, I would just like to finish up by telling the
audience that there were a number of names of people such as
Florence and Virginia that were given to my staff for the purpose
of testifying. There was one other witness who had agreed original-
ly, as I understand, and backed out, and there are a number of
people who refused to testify. That is understandable and I know
there are a number of people in the room here who would have
been willing to testify if we had approached them, but of course we
were not aware of their problem and they had not approached us
before time, but I just echo the chairman’s comments how very
much I personally also commend Virginia and Florence for their
bravery, and that is all that it is, bravery, in co